




CONCm CARE PHlARMACY Datt of scrvjct 
888-370.26OOPhone 888:3704060Fax (RqrQ~l 

-LrmeROP~DICALHECESSlTY- 

IPRATROPIUM Bmmldt .75mg @al) : ATROVRNTC3 

PULMOCORT QD 3XD.ULY(l’ID) 
--ii% FOR 30 DAYS 

NEBULIZER CIRcvlT Kll3 AND CUPS W&L BE PROVIDED (if applicable) 
#REFILLS, 





Ptlono: (778) 464-7868 
Fax: (770)45&7664 

toll Free Phone: (Ses) 464.7868 
Toll Free Frx: (SW) 46.67464 

I 
Date: 

Patient Name: 

Address: 

cltylstateIzip: 

Phme# 1: 

Phone Y 2: 

Date of Birth: 

Diefpoeir: 

Diagnosis CODE: 

If chtld. parent w guardii: 

WWF) 

(pleese print narn@ 

0 NewoKJw OReorder Q chuyr 

Practice Name 

Address: 

PH: 

Physician: 

UPlN p: 

OEA t: 

Practice contact: 

FAX: 

GA Liiansa: 

GEtHW 

I INSURANCE INFORMAt;lON 
I 

Medicare t:- Medicaid #: -- -..- 

CnhiN Company Name: Phone: 

Inrumnco Policy I Group n; 

MEDICATION 

AlbuteroJ.O83% /2.5mg/3ml 
ipratropium Bromide 0.02% I .5mg/2.5ml 
Compound (Albuterol25mg I lpratropknv .5) 3ml Sii: BIO 0 QD Cl (MedIcad) 

Other MedicaWns: 

0 a0 0 TID Cl Q4H cl CBH 0 ahar 

RiapSrtSe: 1 month supply wrth PRN refilis for s year OR DISPBNSE whh RWLLS 

I EQUIPMENT I 

Wtll Respiratory Bervices provide ths nebuiiier? oh6 (seriul#: ) 0 No 
Respiratory Services customers wdt rsceq nebulizerrcircuits and a compl&mtary cleans&g &udre~wif~ CGf&v! III &Sirrfr3rd8t7f. 

I D P L I V E R Y of llllsdications ANLXdR Nebull&w I 

UeqkMwy Services will shop e/t onfers to enive on fim next bwness day unless ottwnvise sp#ci&d by the physrcien. 

Comment8: 

Physician’s Signature 



,. 

,,: CONflDENllAl PATIENT ~~F~R~A~ON 

Bright Medical Technologies ~~~~~~~2~8 
l?espCratory Medication Prescriptian Order 215 -?Q89 (FAX) 

Patient Name: 
Address 
City 
Telephone 

state 
Patient Sex 

DOB Date 

zip 

U Male El Fernale 

Group # 
Policyholder’s Name 

Diagnosis: o COP0 f496) a Asthma (unspscified) (493.90) Cl Emphysema - other (492.8) 
(required) q Bronchitis (491.9) iJ Pneumonia (486) 0 Other 

Medication: (required) Frequency: (squired) 
q AlbuterolO.O83% 3ml UD a BID El TID oQID nOther: 
u lptatropium 0.02% 2.5 ml UD c.~BlD 0 TID 0Qt0 00ther: 
Cl Duoneb@ 3 ml UD CI BID Q TID u,lQID Cl Other: 

n Alb~~te~d 2.5 mg/ Iprat 0.5 mg 3 ml UD n BID 0 TlD CIQ1D D Other;. 

0 l Aibuteroi 1.25 mg/ Sprat 0.5 mg 3 ml UD 0810 DTJD o%ltU DOther: 

0 ‘Xopenex@ 1.25 rng! lprat 0.5 mg 3 ml UD 0810 0 TID uplO c7 Other: 

cl *Albut 2.5 mgl lprat 0.5 rn@ Budesotiide 0.5 mg 3 ml UD I3 BID 0 TiD EI:QiD Cl Other: 
0 *Albuterol2.5 mg/ Budesonide 0.5 mg 3 ml UD o BID o TlD u.QKJ D Other: 

cl *Albuteroi 1.5 mg/ Budesonide 0.25 mg 3ml UD O-BID QTID aQffl DOther: 
NEW??! 0 ‘Formoterol12 mcgl Budesonide 0.5 mg 3 ml U5 0 t3tD 0 TlD n’QlD Ll Other: 

Additional Medications: 
0 Albuterol Inhaler MD1 #l Unit OVID D TID [3,QlD X Other: -PRN __ 
Q . . u I310 0 ‘I70 L?:UID UOthe?: 
u oBID q TlC? t3:QlD 0 Other: 

REFILLS: 12 3 4 5 6 Quantity: tI 1 month supply a other 

* Not available commercially. For additional combinations not l&W above, please call our pharmacist 
at 800-345-4268. AH compoundlng Is done in the professknaf sterile.iab of9 premises. 

Equipment 
•I tiebulizer required - Please dispense Nebulizer System Serial # 
0 Medication only (No equtpmsnt req-d) (For pharmacy use) 

Physician Name UPIN # 
Address Llcenae No, 
City .- DEA,# 
State Zip Phone ~_ Fax* 

P hysiclan Sfgnaturs (required) Date 



Better Living Now, Inc. 
500 Wheeler Road 
Hauppauge, NY 11788 

Phoae: 63 1.348.0032 
Fax: 63 1.348.7704 

1) Instructions 
a) Patient 

i) Please complete the Member section of the order ,from on the reverse side indicating the 
insurance you have that provides coverage for your respiratory medications and supplies. 

ii) Please complete the Medical History Information Requested Belo% 
b) Doctor 

i) Please complete the patient information and doctor information sections. 
ii) Please indicate the products and medications you want supplied to Ithe patient, with directions for 

use and quantity required; ( NY State requires one prescription .per blank, please make copies) 
iii) Please sign and date on the spaces provided 

2) Some Medicare Coverage Rules that shrruld be noted: 
a) If treatment regimen’exceeds 4 times per day, Medicare requires a d ed explanatian of the 

reason/s: (check all that apply) 
9 ci Obstructed Airway (progressive inelasticity of the lungs) 0 Emphysema 0 COPD 
ii) 0 Crackling & Congestion in the lungs 3 Pneumonia 13 Wheezing 
iii) q Obstructed Breathing (inflammation of bronchial tubes) 0 Bron&ial Spasms 3 Asthma 
iv) c1 Increased Asthmatic Breathing Dificulty 0 Shortness of breath 

b) If treatment regimen exceeds 6 times per day, this completed form must be accompanied by a Letter 
of Medical Necessity signed by the physician on his or her letterhead 

c) If you fax this document, Medicare/insurance requirements are that you maintain the signed original in 
the patient’s medical record for post-payment review audit purposes. ’ 

Cl Asthma 0 Diabetes Q Hypertension Cl Cardiovascular Disease Cl Kidney D&ease Cl Epilepsy 



Rx - RESPIRATORY MEDlCATtONS AND SUPPLJES 
Dear Doctor, 

Your patient has asked us for a Nebulizer and/or Nebulizer Medication to help witi.his/her breathing pgbbms. In order for your patient to 
receive these products, we are asking you to fiu out this Drescriotion form and return it &w. 
by your patient and by Jefferson Medical. 

Your help in this matter is greatly apprectated 

Please call us with any questions you may have at l-800-929-9440. 
Once complete, please fax this form to l-425.962-8500 or mail it to the address at the bottom of the pade, 

PATIENT INFORMATION 

Name: 
Street Address: 
City: 
Home Phone #: 
Primary Insurance Provider: 
Secondary Insurance Provider: 

Date bf Birth: -L/ 

state: Zip Code: 
Social Security#: 

Insurance #: 
Insurance #: 

PRESCRIF’TION INFORMATION 

[ 
[ 

] Albuterol2.5 mg + Ipratropium Bromide (Atrovcntj 0.5 mg (pre-mixed) 

[ 
J Albuterol2.5 mg / 3 ml (unit dose) . . . 0.083% vials 

[ 
] Albuterol5.0 mg I ml (20 ml bottle) . . . 0.5% Concentrated Solution 

[ 
] Ipratropium Bromide (Atrovenf) 0.5 mg I2.5 ml . . . 0.02% (unit dose) vial 

[ 
] Cromolyn Sodium 20 mg / 2 ml (unit dose) vials 

I 
] Mucosil (Acetylcysteinej __ 10% vials OR - _ 30% vials 

[ 
] Metaproterenol (Alupenr) 10 mg 12.5 ml (unit dose) . . 0.4% viais 
J Metaproterenol (Alupent’ 10 mg i 2.5 ml (unit dose) . . . 0.6% vials 

[ ] Other Medication(s): 
[ ] Nebulizer I Compressor [ J PeakFIowMeter 1 ] Other Supplies: 

Conwounded Prwcriotions 
Please mark [ X ] the combination of medications to be comuounded in one vlai -.one b: 

[ ] 493.0 Asthma 
[ ] 277.0 Cystic Fibrosis 
[ j 493.9 Bronchial Asthma 
f 3 492.8 Emphysema 
( j 496.0 COPD 
[ ] 491.0 Chronic Bronchitis 
[ f 491.2 Chronic Obst. Bronchitis 

MedicalioalSunolles Di&nosis 
Please place [ X] where applicable: Pie&e place [ X j where applicable: 

[ ] Albuterol 2.5 mg ( J Cromolyn Scdium 20 mg 

1 Duff eauiv/vial 
[ ] Beclomethasone (Vanceril) 
[ ] Budesonide (Pulmicort) . . 

. . . . . . . . . . . (please check one)... 

[ ] Flunisolide (Aerobid) . 
. . . . . . . . . . . . (please check one)... 

100 InGg 
~2oolnGg 

[ 
. . . . . . . . . . . . . . *(please check one). , . 

1 Triamcinoione (Azmacort) . . . . . . . . . *(please checli one)... 
42 mcg 

1250 nrcg 

Note: Non-steroid compounds are per 2.5 ml. Stereid compounds are per 3.0 ml. 

jlirections: -.....-QD --BID -TID -.&QID 
Start Datq ~~.-...J---- #ofKePills: I 3 6 1 year 

[ ] Patient uses or has used an inhaler [ ] Substitutions AIlowcd 

Patient AIIergies: 

[ J IpriropiumOS mg 

2 Duff ePuiv/vial g&@ 
_ 2oolncg __ 400 mcg 
__ 4oo:‘mcg __ 600 mcg 

-3g:g; 
__ 252 mcg 
__ 750 mcg 

How often: -- 

Length of Needs 99 Mouths; 

[ I D0N01Substitufe 

My signature below confirms that the patient has a respiratory ailment and is I was b& 
contained herein accurately reflects the patient’s respiratory condition and the regimen that f 

treated by me. All the information 
hive prescribed. I also confirm that: 

1) I have seen my patient in the last six months to evaluate their ailment, and 2) the patient and/or caregiver is able to follow 
instructions for controlling the ailment and is able to use the supplies o&red. I also qree to maintain this signed original 
document in the patient’s medical record and make it available for insurance and/or Medicare purposes. 

Physician’s Signature: Date: t / --I__ 

Physician’s Name: CPIN#k 
Physician’s Address: 
Physician’s Telephon?-#: Physician’s Fax #: 

Jefferson Medical, A MedicalFirst Company 35 Wisconsin Circle Suite 250 Chevy Chase, MwJand 20815 800-929.9440 



tlbsrty 772-398-4297 12/21/2003 3: SO PAai? 212 RLphtFax 



‘7 . 



HwIlePlwaa; wark* 
D.O.B. : SSN# 

MD. signctufc: - Lit, w. 
Addrem 
PttOnCr: 
Date; - 
cdmmsnts: -.. - 



0 Hmdhbld U tiletop 

[ EOLWIONS FOR XEWLIZER c 

AeQ or 4 Suufauon: 
via 0 Nasal Connula Ct Mas4 acnhof 

Cl Gmcsntraof Cl -Id Oxygen ft.OXj 

f%rtobh Syslem: 0 CyCndws U LOX 
0 csfm00lvl~ osvlcm: 3alItng 

DlJMOWfW&fO~ 

U Bubble Hunti blhw: 

Cl Putsa oxlnrlry. 
Pwform 0 xt 0 Omt: wtumuanfIr4qu4ng) 

1 At tort Q WlIh l mbuiatlon 

0 Roam aif 0 On 4 a-. LPW 
0 OvornIghI Olhu: .,- 

0 
Potform Qxl 5Ohr: _-_-’ 

O~~O~Sl~~ --._ . - 1.1 * --...U_ - 

!: 
‘7’ 

” -. 



Oxygea, Respiratory Mrdhtioa mad Noctunwi fhimctry Presctiptio~ 

Patient name: 

Address: 

Date of Birth J / 
. 

City: Zip: 

~UIPMJINT AND SERVICES 
Coanotmt0r: 0 Yes Cl No portable: 0 Yes Cl No Hclios” 5?r&rrcd? 0 Yes Cl No -- 

Oxygen Saturatica Level: %  (a) Pa &evcl: Liter@) Ra Milwle (Ltw): 

Test fbcility: rest Date: 
Pulse system evaluation including oxime~? clues UN0 

Nocturnal Odme~ 0 Room air Oono2~ bm 

Nebalizer: t3 Ya 0 No q Unit dox Length ofnead: c3 Lifetime U Othx 

COMMONLY PRESCRIBED NEBULIZER pIRODUCTfk 

~AJ.BUTEROL 25 MG/l ML AND lP&ViRCBPlUM 0.Sh4G12.S ML (SEPARATE VIALS 3.5 &IL TUl’AJ+ VOLUME) 
-ALIIUTEROL 0.083% (2.5 MG/3 ML) JPRA~OMJM 0.02% (0.5 MW2.5 ML) CRO#&OLYN NA 2OMGr2 ML 
ALBUIEROL 2.5MG + TRIAMCMOLONE 0.4MG (3 ML VIALS) 
-ALBUT!ZROL 2.5MG + IPRATROPTUM 0.5 MG + TRlAMClNOLONE 0.4 MO (3 ML VIALS) 
-ALBUTEROL 2.5 MG + IPRATROPIUM I MG + TRMMCINOLONE 0.4 MG 0 ML VWS) 
-&.BUTEROL 2.5 MG f JPRATROPlUM 0:s MO * DEXAMB~NB 0.4 MG (3 ML WAxs) 
ALBUTEROL 3 MO + IPRATROPIUM 0.5 MO (3.1 ML VIALS) 
ALEUTEROL 2.5 MG + BUDESON’lDE 300 MCG (3 ML VIALS) 
-ALBUTEROL 2.5 MG + IPRATROPIUM 0.5 MG + BUDESONIDE 400 MC0 (3 ML VIALS) 
-XOPENBX 125 MW3 ML 

CIJKKENT BULK PKODUCTS AVAlkABm 
NE BUDBSON& ALBvfEROL BET- II’RATROPIUM DEXAM-SQNE TRl AMCINOLONE 

SIG: UBID OrID 0!3D OQZH 134-5tLneierdoy no&w 

Lfmglb ofneal: CJ I2 h4aIths cl outer: j Qpmtity of vi&: 
Diagnmis: q COPD ClEmphywma U ChrahBrmtchitic 0 &hmc 0 Gtha 

Medical nwssity: the ability to be&c is severely impaired (CMS rquiws cxmsidwction of using@ mctcwd dpa inhnkr, with 
and without a r&crvoir or 3poca devicx, acd ~emjnation that it is insuffieicat fa the rdmmisatitm cif inhslatiat tips). 
CMS n4uircs us 10 retaia an ori&ui pliyskieo s@ietnre 00 Rk, 

Physician tmw 

Physician signature: 

Physician DEA 

f 
1 t.P- Pw 
: 

Date: J I --- 

U-PIN 


